In this article, organizational implementation capacities are discussed as facilitators for hospital health promotion (HP) activities, based on data from 159 sampled hospitals of the PRICES-HPH study. PRICES-HPH is a cross-sectional evaluation study of the International Network of Health Promoting Hospitals and Health Services (HPH-Network) and was conducted from 2008 to 2012. Hospitals applying elaborated HP implementation capacities such as 'regular health promotion projects and organization-wide programs', 'established health promotion management systems' or the 'integration of health promotion in existing quality management systems' have better HP activity scores as compared with hospitals that implement HP on the basis of occasional projects only. Organizational capacities are associated with considerably higher chances for the successful implementation of a multiplicity of different HP activities in hospitals. The results add further evidence to the importance of capacity building in hospital HP.
INTRODUCTION
The concepts of settings-based health promotion (HP) and HP capacity building are widely used in HP. Both draw on similar backgrounds, such as system thinking and organizational (or system) development and change (Joffres et al., 2004; Dooris, 2009) . Capacity building or, in the case of organizational settings, organizational capacity building, appears, therefore, to be the logical strategic choice for developing a settings-based HP approach.
In the slipstream of the settings approach in HP, the concept of capacity building became prominent in the late 1990s. The importance of capacity building for HP was largely reflected in the WHO Bangkok Charter, which understands capacity building not only as an eligible HP strategy, but also as suitable for a number of very heterogeneous settings, including entire nations, communities and organizations (Catford, 2005) . While earlier notions emphasize capacities as means to deliver and sustain HP programs (Hawe et al., 2000) , later definitions have a broader approach. Following the updated HP glossary (Smith et al., 2006) , organizational capacity building includes staff training as well as the provision of resources, policies and procedures that facilitate HP institutionalization or its planning and evaluation. This approach is applied mainly within the two kinds of settings that are central to HP practice:initiated by the WHO in 1990 as a multi-city action plan of the Healthy Cities Project with the goal of supporting hospitals in the process of becoming health promoting organizations. Today, the HPH-Network is organized as a non-profit association, in which national or regional HPH networks represent their individual member organizations as corporate members. Currently, there are around 40 such networks, and around 1000 member organizations globally (Dietscher, 2017) . A comprehensive illustration of the different stages of HPH-Network development can be found elsewhere (Pelikan et al., 2011b; Dietscher, 2012) .
Capacity building for HP implementation was emphasized in the HPH-Network from the beginning. The Network evolved from two large HPH implementation projects: (i) the Vienna model project, Health and Hospital (Nowak et al., 1998) and (ii) the European Pilot Hospital Project (EPHP) , the HPH-Network's first comparative, hospital-specific HP implementation project in the early 1990s (Pelikan et al., 2011a, b) .
The knowledge that was generated during the early implementation projects was later summarized in the Vienna Recommendations (WHO-Regional Office for Europe, 1997), a major policy document of the HPH-Network, which recommends specific organizational capacities for the implementation of hospital HP, including professional project management, quality mechanisms and specifically trained personnel. Another step of the Network to assist in the capacity development of its member organizations was the development of a network-specific HP quality selfassessment tool (Groene, 2006; Groene et al., 2010) called the five standards.
These, as well as findings from qualitative and case studies (Hawe et al., 1997; Yeatman and Nove, 2002; Riley et al., 2003; Mclean et al., 2005) , emphasize the importance of building organizational capacities for HP in hospitals.
While there are a number of recommendations (for an overview, see Pelikan, 2007; Röthlin, 2013 ) that stress organizational structures as important HP implementation capacities, empirical quantitative data on the subject are scarce.
Data on organizational structures and HP, which were collected for the PRICES-HPH study (Pelikan et al., 2011a) , a cross-sectional evaluation study of the HPH-Network, provide the rare opportunity to look into, at least some of these recommended organizational structures and their effects on HP.
The objective of this article is to investigate the oft-claimed importance and usefulness of specific organizational capacities in HPH hospitals, to increase organizational HP activity levels. The central question is, if specific organizational structures are indeed increasing the HP activity levels in hospitals. It is addressed by testing the hypothesis that hospitals with developed HP implementation capacities achieve better implementation results (measured by their HP activities) than other hospitals.
Organizational capacities for HP implementation
Drawing on HPH Network literature Groene et al., 2005) and the empirical implementation types, Johnson and Baum identified in their qualitative study on hospitals in Australia (Johnson and Baum, 2001) , three different organizational HP implementation capacities were distinguished for subsequent analysis and compared with a simple HP implementation approach. While all three implementation capacities require a number of specialized and established organizational structures (e.g. budget and resources, trained/specialized staff, formulated policies and even standards, established bottom-up and top-down communication paths and cooperation between different organizational parts), the simple HP implementation approach is not underpinned by such organizational structures .
The simple HP implementation approach is the 'occasional specific health promotion project' (Johnson and Baum, 2001; Röthlin et al., 2013) . Johnson and Baum regard it as the starting point for getting involved in hospital HP, since it can be pursued without developing any considerable specific organizational structures (Johnson and Baum, 2001 ). It will be used as a baseline for comparisons with the three elaborated implementation capacities that follow.
The first HP implementation capacity is the 'regular health promotion project and organization-wide program' . It is characterized by organizationwide HP projects and activities. Neither the hospital management nor the hospital administrative services are necessarily involved in program coordination since this task can be exercised from thematically related departments or wards as well. Such programs however require the development of project implementation capacities and a strong HP commitment from senior management. It is especially important to the HPH-Network since the Vienna Recommendations (WHO-Regional Office for Europe, 1997) emphasize this type of HP implementation. A typical example for this kind of project or program would be the implementation of a hospital-wide smoking cessation and tobacco banning policy (see, for example, the global network of tobacco free health services, URL: http://www.ensh.org, 15 October 2015, date last accessed).
The second HP implementation capacity is the 'establishment of a specific health promotion management system' (Johnson and Baum, 2001; Röthlin et al., 2013) , which aims at sustainably influencing organizational decisions and decision-making by developing specific HP management capacities.
The third HP implementation capacity is the 'systematic integration of health promotion in existing quality management systems'. Introducing HP into the hospital's quality management routines means developing organizational learning capacities with respect to HP. This implementation strategy is of specific importance for the HPH-Network since the HPH-Network's own quality self-assessment tool (Groene, 2006) assesses, among other things, the degree to which HP is part of the overall organization's quality-improvement system.
HPH activities
A considerable part of the questionnaire used in the PRICES-HPH study was dedicated to HP activities. The comprehensive framework in the background of item creation and selection used the 18 HPH core strategies, developed by the WHO Working Group 'Putting HPH Policy into Action' (Pelikan et al., 2006) . The 18 HPH core strategies include a comprehensive systematic theoretical formulation of the possible content of HPH activities. This framework is based on six main strategies:
1. Empowering stakeholders for health promoting selfreproduction/self-management. 2. Empowering stakeholders for health promoting co-production. 3. Creating a health promoting and empowering hospital setting for stakeholders. 4. Empowering stakeholders for illness management ( patient education). 5. Empowering stakeholders for lifestyle development (health education). 6. Participating in health promoting and empowering community development for stakeholders.
These are applied to three main categories of stakeholders -patients, staff and the community-resulting in a matrix of six strategies for each of these three target groups and a total of 18 distinctive categories of HP activities.
METHODS
The PRICES-HPH study PRICES-HPH was a transnational and cross-sectional evaluation study (Pelikan et al., 2011a) In the process of preparing data collection, national/ regional HPH-Network coordinators were asked to provide contact addresses of their member hospitals and to support the initial contact with member organizations. In a second step, HPH-focal points in member organizations were contacted directly via e-mail and asked to complete an online questionnaire.
According to the lists of contact addresses provided by national and regional HPH-Network coordinators, the sampling frame consisted of 470 acute care member hospitals (excluding other types of health care organizations, such as long-term care facilities and elderly homes).
Items
The simple HP implementation approach used as a baseline, and the three HP implementation capacities were surveyed with the question: 'What kind of approach best describes the HPH implementation strategy of your hospital?', with four closed answer categories: (i) 'occasional specific health promotion projects', (ii) 'regular health promotion projects and organization-wide programs', (iii) 'establishing our own health promotion management system (e.g. special HPH unit or HPH roles)' and (iv) 'systematic integration of health promotion into existing quality management systems'. In addition, an open answer possibility, in case none of the other answer categories applied, was offered. The open answer possibility was chosen only twice or by 1.26% of the total sample and will not be further used or analyzed.
A hospital's HP activity was measured as achievement of some or all of the 18 HPH core strategies. For this purpose, 18 questions were used, each one an overall assessment of one of the 18 HPH core strategies. Study participants were provided with the opportunity to rate the degree to which a specific strategy was achieved by their hospital. ('To what extent is this strategy currently achieved?') Ratings were based on a five-point Likert scale. Scale points were worded as (1) 'Fully', (2) 'Widely', (3) 'Partly', (4) 'Hardly' and (5) 'Not at all'. In the questionnaire, the assessment of each strategy immediately followed an item battery that demanded more detailed information on the respective strategy, so as to ensure that participants shared a similar understanding of a particular strategy.
Analyses
The hospital level of achievement of the 18 HPH core strategies is grouped by the three types of HP implementation capacities and the baseline implementation approach. In order to allow a more straightforward assessment of group differences, the otherwise ordinal measures of the 18 HPH core strategies were dichotomized. One group consists of hospitals that achieved a core strategy 'fully' or 'widely'. The other group consists of hospitals that achieved a core strategy 'partly', 'hardly' or 'not at all'.
For the purpose of assessing group differences analytically, the full ordinal information of all five answer categories of the indicators, used to measure the 18 HPH core strategies, was used. Significance levels were computed using the non-parametric Kruskal-Wallis analysis of variance (see Table 3 ). Since the data are ordinal and not metric, this test compares ranks or exactly the differences in the mean ranks of groups, instead of the mean values. Significance levels ( p-values) were computed using a Monte-Carlo approximation (based on 10 000 tables) of the exact test.
Like the parametric analysis of variance (ANOVA), the Kruskal-Wallis is a global test of group differences. Significant results only indicate that at least two groups are significantly different (with respect to mean ranks). To assess which of the three implementation capacity groups have indeed significantly higher mean ranks with respect to their HP activity than the baseline group, posthoc group analyses using the Mann-Whitney U-test were computed. Significant group differences are displayed in Table 4 . Alpha levels were corrected using the Bonferroni-Holm correction procedure. Effect size r (strength of association) was calculated from the Z value of the Mann-Whitney tests using the formula, r = |Z/√N| (Rosenthal, 1984) . All analyses were conducted using SPSS 17 and EXCEL 2010 statistical packages.
RESULTS
With 159 questionnaires returned from acute care hospitals, the return rate was 33.8%. One consequence of the complex structure of the worldwide HPH-Network, which produces a number of gatekeepers on diverse levels, is that different national/regional HPH Networks had different response rates. However, an analysis of important sample properties, such as services offered, profit orientation, owner of the hospital, administration, size of town in which the hospital is located and number of hospital beds, showed no significant deviations from the total population (sampling frame) (see Table 1 ).
The descriptive data, as presented in Table 2 , show that the proportion of successful implementers (hospitals that achieved a specific HPH core strategy 'widely' or 'fully') is higher in hospitals with HP implementation capacities than in those using the simple implementation approach, which was used as baseline. This general trend is true for all 18 HPH core strategies. Averaged over all strategies and target groups, the proportion of successful implementers about doubles for hospitals with HP implementation capacities.
The results from the Kruskal-Wallis analysis (see Table 3 ) indicate that for 15 out of 18 HPH core strategies, these differences are indeed statistically significant on the α = 0.05 level. Only the effects for the strategies 1 (developing HP living conditions) and 4 (encouraging HP selfmanagement of specific diseases) for patients and for HP core strategy 3 (developing a HP work place setting) for staff were not significant.
The largest overall differences (according to the χ 2 )
were observed in HP core strategy 6 for patients (developing health promoting living conditions for patients after leaving the hospital) and HP core strategy 5 for staff (encouraging staff to lead a health promoting lifestyle).
The results for the analysis of the individual group differences between the baseline group and each of the three HP implementation capacity groups indicate that 33 of the 45 observed effects are significant (see Table 4 ). The significant effects are of medium strengths (Cohen, 1988) with effect sizes (measured by the strength of association coefficient r) between r = 0.26 and r = 0.39 (with a mean effect size of r = 0.33). The strongest effects can be observed for the implementation capacities 'regular health promotion projects and organization-wide programs' on HP core strategy 3 (PAT-3) for patients, HP core strategy 5 (STA-5) for staff and HP core strategy 4 (COM-4) for the community. However, additional Mann-Whitney-U tests on significant differences in HP strategies between the three HP implementation capacity groups yielded no significant results.
DISCUSSION
Many contemporary reform movements that approach hospitals (e.g. patient safety, evidence-based medicine or and economic context (e.g. reimbursement theories and theory of contracting). The aforementioned organizational HP capacities are rooted in settings-based HP and capacity building theories as well as in theories of organizations as complex systems and organizational structuration and quality theory (Röthlin, 2013; Röthlin et al., 2013) . They are therefore clearly an impact theory, related to the organizational context.
However, while Grol (Grol, 2001 ) and others [see e.g. (Wensing et al., 1998) ] often emphasize very specific implementation aims (e.g. professional compliance with evidence-based medical guidelines) as the primary purpose of implementation efforts, organizational capacity building for HP in hospitals is clearly directed toward the more general purpose of changing and developing the whole hospital organization toward HP (see for the whole organization approach in hospital HP, Milz and Vang, 1988) . Although Damanpour provided high-level evidence on the importance and effectiveness of a variety of organizational structures on the innovation processes in firms and service organizations already in the early 1990s, implementation research in health care organizations such as hospitals has gained some ground only in the last decade (Damanpour, 1991) . Based on multiple studies and models, Aarons et al. (Aarons et al., 2011 ), Damschroder et al. (Damschroder et al., 2009 ) and Greenhalgh et al. (Greenhalgh et al., 2004) provided 'comprehensive catalogues of factors' (Aarons et al., 2011) and concepts affecting the implementation (and diffusion) of programs or clinical guidelines in health care organizations. All identified organizational characteristics (in terms of Aarons the 'intraorganizational characteristics'; in terms of Damschroeder the 'inner setting'; in terms of Greenhalgh the 'system antecedent') as important factors for implementation.
The specific implementation discourse on organizational implementation capacities for hospital HP has developed a plethora of recommendations in this direction [see, e.g. (Hawe et al., 1997 (Hawe et al., , 1998 (Hawe et al., , 2000 Heath et al., 2001; Joffres et al., 2004; Pelikan, 2007; Röthlin et al., 2013) ].
The results presented in this article provide initial quantitative, empirical evidence for what has long been discussed in exemplary case studies on hospital HP implementation, e.g. in Australia (Yeatman and Nove, 2002; Heward et al. 2007) , Canada (Joffres et al., 2004) and most recently, Taiwan (Lee et al. 2014) . That is to say, HP implementation capacities are indeed important for HP achievement in hospital organizations. The findings presented here emphasize that implementation capacities are associated with considerably higher chances for the successful implementation of a multiplicity of different clinical governance), respectively, the more general health care system level (Docteur and Oxley, 2003) , demand fundamental changes of key functions and processes in hospitals and require from the organization and its members to take on and apply new practices and routines.
A number of authors have demonstrated empirically (Denis et al., 1995; McNulty and Ferlie, 2004 ) that attempts to strategically change hospitals are likely to fail and even, as Walston et al. commented in the case of organizational reengineering in hospitals, 'not only may not improve performance, but may actually be detrimental to it' [ (Walston et al., 2000) , p. 1379]. For the example of evidence-based medicine, Grol et al. (Grol and Grimshaw, 2003) and others (Haines et al., 2004) observe implementation gaps and severe difficulties when it comes to the implementation of clinical guidelines into clinical practice.
In the realm of HP, some authors have observed a lack of HP implementation in daily practice, even when HP was flagged as the official strategy of the hospital (Wise and Nutbeam, 2007; De Leeuw, 2009 ). Changing hospital organizations-and reorienting hospitals toward HP is no exception to that-is thus frequently not successful or sustainable.
It is therefore not surprising that the challenge of implementation (the research of which has a long-standing tradition in the managerial sciences especially within in the strategic-and innovation-management discourses) at last drew more attention in health care in recent years (Eccles and Mittman, 2006) .
As Greenhalgh et al. (Greenhalgh et al., 2004) , we understand implementation (in opposition to e.g. diffusion of innovation; see Rogers, 2010) , as an active (not passive) and planned effort to mainstream an innovation in an organization.
Following Grol et al. and their seminal work on the use of implementation theory for health care in 2007 (Grol et al., 2007) , theories of implementation can be regarded as process or impact related. Process theories 'pertain to the actual implementation of change' and focus on the principles and stages of change-processes and their planning and management. Impact theories, on the other hand, emphasize factors that influence (facilitate or hinder) implementation processes. In the context of health care organizations, Grol et al. (ebd.) further regard impact theories as related to individual professionals (e.g. cognitive theories, educational theories and motivational theories) to the social context (e.g. theories of communication, theories of social learning, social network theories and theories of leadership) to the organizational context (e.g. theory of innovative organizations, theory of quality management, complexity theory and organizational learning) or to the wider political HP activities. They further indicate that all three HP implementation capacities under study, as different as they are, have quite similar effects with respect to HP activity. There was no indication of important or significant effect size differences among the three. With regard to HP implementation practice, this bears good and bad messages. The bad one is not new! In order to increase chances for successful and sustainable implementation of HP in hospitals, having a project-based focus is not enough. Implementers need at least to consider the existing resources and dynamic capabilities for change that are present in the organization (Eisenhardt and Martin, 2000) , or even support the development of new organizational capacities. The good message is that the HP implementation capacities under study are contingent. All three of them were associated with successful implementation. Since there is no single 'ideal way', implementers have more than one arrow in their quiver. Implementers can use (or support the development of ) very different organizational HP implementation capacities to support their hospital HP activities. The HP implementation capacities investigated are linked to more simple organizational (capacity-) structures in hospitals. In their 2013 article, Röthlin et al. identified four of them . They suggested that hospitals which had implemented an 'HP quality assessment routine' [see the HPH-Network's five standards quality assessment tool (Groene, 2006 (Groene, , 2010 ], or an 'official HPH team', were also more likely to implement HP via 'regular health promotion projects and organizationwide programs'. Both structures and a 'fulltime HPH coordinator' (the HPH coordinator is a HPH-Network specific role; it is a formal requirement for hospitals to become HPH-Network members and can best be described as a change agent, Röthlin et al., 2013) increased the odds of using an 'established specific health promotion management system' for HP implementation. And finally, the 'HP quality assessment routine' and 'written HP policies, strategies and standards' also increased the odds of implementing HP via 'integration of health promotion in existing quality management systems'.
Although most differences in HP achievement between the baseline groups and the groups using one of the three implementation capacities were statistically significant, PRICES-HPH was not (statistically) powerful enough to show statistical significance for the HP core strategies 1 (developing HP living conditions) and 4 (encouraging HP self-management of specific diseases) for patients or for HP core strategy 3 (developing a HP work place setting) for staff. There are a number of possible reasons why those HP activities seem less material for HPH implementation even if elaborated implementation capacities are involved. One is that those strategies are not perceived as primarily 'health promoting' or 'hospital health promotion', because they are also attributed to other areas of hospital change. For example, Strategy 1, developing health promoting living conditions for patients in the hospital, refers to the possibilities of patients to 'maintain or even improve the healthy aspects of their usual life' (Pelikan et al., 2006) . This includes their physical needs, their psychological needs and their social needs. Aspects of this strategy have been discussed in terms of 'customer satisfaction', 'hospital hotel services' and 'service quality' (Randall and Senior, 1994) . The relation of this strategy to HP may, therefore, be less evident, apart from specific circumstances such as geriatric or palliative care. Similarly, Strategy 4, the encouragement of patients' health promoting self-management of specific diseases, has a long tradition in other fields such as 'patient education' or 'disease self-management' (Von Korff et al., 1997; Lorig and Holman, 2003) to which it is probably more readily allocated than to hospital HP. Developing a health promoting workplace setting for staff (Strategy 3 for staff ), on the other hand, again has a long-standing tradition of its own and is likely regarded as workplace HP or occupational safety (Cox, 1997; O'Donnell, 2001 ) rather than as a specific strategy of the comprehensive hospital HP concept. These results illustrate the upsides and downsides of the HPH-Network's comprehensive conceptualization of hospital HP. The conceptual ability to subsume various strategies under one umbrella concept can lead to problems of attribution, especially when a strategy is driven by a specific movement with its own traditions, discourses and proponents. Whitehead described the problematic attribution of detailed activities to the HPH framework as one of the 'dilemmas' of the HPH network (Whitehead, 2004) . This, in turn, can lead to problems when negotiating 'successes' and 'failures' of hospital HP and makes it difficult for HPH practitioners to justify, for example, the allocation of resources or personnel for HPH. Comprehensiveness, on the other hand, has the advantage of allowing the clear formulation of tailored change strategies and policies and avoiding the development of an uncontrolled patchwork of change strategies that cannibalize each other's resources.
Limitations and further research
PRICES-HPH is designed as a cross-sectional study. The effects outlined in this article are consequentially only correlational and need further investigation with, for example, case studies, to strengthen causality hypotheses. A limitation of PRICES-HPH is that about half of the questionnaires were answered by the HPH hospital For strategies (PAT-1) (PAT-4) and (STA-3), no post-hoc tests were computed. * Significance level α ≤ 0.05 (significance levels are adjusted for α inflation with the Bonferroni-Holm correction procedure).
-Non-significant post-hoc test result.
coordinator alone and not, as recommended, by a group of HPH experts in the hospital. Although their role makes them dedicated organizational experts for HP in their hospital, they still can only provide individual perspectives on complex organizational realities. Another limitation is due to the common method of self-report (common method bias). Maede et al. found in their meta review on common method biases in organizational research that the magnitude of CMB is 'likely to be small to moderate in most instances' (Meade et al., 2007) . The magnitude of CMB in this study can be expected to be small, since the dependent and independent variables were measured with different item and scale formats and were not grouped together in the questionnaire. Common item characteristics and common item context effects (Podsakoff et al., 2003) can therefore largely be ruled out. However 'social desirability' (Spector, 2006) might still have inflated associations.
